The Audit Commission's health studies Established by statute in 1982, the Audit Commission's initial responsibilities were to appoint the external auditors for local authorities and to help them to ensure that their services are provided economically, effectively, and efficiently. The commission swiftly established a reputation for rigorous analysis, and in 1990 the NHS and Community Care Act transferred to it an additional responsibility for the statutory external audit function of the health service. The government made clear its desire to see more "value for money" studies in health care, conducted by an agency "independent of the health authorities and of the Health Departments. "2 The commission's specialist staff research VFM analyses (undertaken within an overall audit designed also to assure standards of financial probity and regularity). They prepare both national reports and detailed audit guides which are used by appointed auditors, many of whom work with the District Audit Servicecombined with the commission in 1982-3 - (internal and external customer) requirements." But a fundamental problem in relation to health care is that the market conditions for its delivery are inherently imperfect. Consumers commonly lack the knowledge and abilities to judge their own best interests without professional guidance, and third party funding arrangements are often required to transfer resources to those most in need of care. The consequent need for rationing leads to more complex concepts of quality, such as the recommendation that quality in public sector health care should be seen as "the degree to which agreed standards are achieved, and to which those standards are related to the highest priority needs of the users of the service, given existing resource levels and other local restraints."' There is good reason to accept this as a working definition of quality of care in the NHS, although it means that differing service user groups may always be in some degree of conflict as to exactly where the boundaries of provision should be drawn.
Ovretveit differentiates between professional quality (the attainment of given clinical and allied care standards), managerial quality (the efficient use of resources within the limits and objectives set by higher management), and client quality (the extent to which end users' satisfaction is achieved).' Pfeffer and Coote distinguish between traditional, scientific, managerial, consumerist, and democratic models of quality.8 A modified version of their typology, which also complements Ovretveit's approach has been developed at the commission (box). The key point is that, although providers' concerns must, in a quality service, be understood and appreciated, they should never be allowed to obscure or distract attention from users' ultimate best interests.
Internal analysis of quality management theories and concepts as they apply to health care has also led the commission to use the model outlined in figure 2. The separation this makes between system (whole population); institutional (trust, practice, or highlights the type of cultural change the health service must now strive to achieve. At the same time, of course, the NHS is also having to accommodate ongoing structural changes, the most recent demanding a refocusing of central and regional functions towards market regulation, while greater operational control and freedom is passed "down" to unified local care purchasers and the provider trusts and practices.
Such developments should permit the centre to concentrate more effort on tasks like clarifying the values and intellectual principles on which NHS (quality) management should be based, advancing national initiatives like the patient's charter in the most appropriate ways, and identifying reliable outcomes based efficiency and performance indicators (or process measures linked to outcome data).
Among health authorities and providershospitals, community services, and primary care practices -effective organisation wide approaches to quality management will demand the following: However, the unique body of skills and experience the commission has built up in health care evaluation should be used to its maximum potential, not only for inspection or assurance but also as a developmental resource. One option in the process of appraisal relates to "commissioning for quality" and the particular challenges facing health authorities and GP fundholders seeking to raise service standards through this still evolving mechanism. Future initiatives might, for instance, include short-form audit guides designed to evaluate quality management functions, such as communicating with consumers and local community groups or purchasing clinical services for given client groups. These could help to integrate further disease management between all the NHS agencies and groups involved in care for given conditions.
Conclusion
For the NHS to use the resources available as well as possible and so to achieve the best quality of care for its users, those working in it need to understand patients' requirements and the effectiveness and costs of the treatments available to meet them. They must also be committed to working well with each other in striving to care for patients as well as they possibly can. Although the "old NHS" unquestionably enjoyed great public trust and staff loyalty, the care it was able to provide was not always of optimal quality.
A major test for the reformed health service will be not only to retain public confidence and healthy staff relations but also to improve on past achievements through the introduction of working methods which promote greater sensitivity to "customers" and more effective ways for the clinical professions to work together, and with other staff, to promote health gain. The introduction of improved quality management is thus a central task for everyone in today's NHS and one to which the Audit Commission will continue to contribute. 
